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‘There’s always this sense of failure’: 




This qualitative study explores the experiences of five primary care counsellors working in the NHS with clients identified as diagnosable with borderline personality disorder (BPD). Participants completed a semi-structured interview about their experiences of clinical work with BPD clients. Interview transcripts were analysed via Interpretative Phenomenological Analysis (IPA) and three master-themes were identified: recognition and implications; managing feelings of inadequacy; and managing dilemmas in the primary care context.  Despite struggling to manage feelings of failure evoked by these clients, counsellors described feeling a sense of ethical responsibility, and adapted the traditional short-term model of counselling to ensure clients received ongoing, supportive work.  Whilst guidelines propose that BPD is best managed and treated in secondary care and specialist services, this study found that counsellors are working with this complex group of clients in primary care and require specialist supervision and support in managing unconscious process issues emerging from the work. 

Key words: Borderline personality disorder; counselling; psychotherapy; qualitative research; interpretative phenomenological analysis; primary care.


Introduction and study rationale.

Since the publication of the National Institute for Mental Health in England’s (NIMHE) document ‘Personality Disorder: no longer a diagnosis of exclusion’ (2003), there has been increased interest in the identification, management and treatment of those with personality disorder, alongside recognition of the need for appropriate training and support for practitioners working with this client group.  Whilst recommendations for service provision are largely directed at secondary and tertiary levels of care, epidemiological studies suggest that the overall prevalence of personality disorder in primary care remains high. Moran et al (2000) found that 24% of a primary care sample met criteria for personality disorder using an informant sample. Similarly, Howey and Ormerod (2002) found that 50% of clients attending a primary care counselling service met criteria for personality disorder on a self-report measure, whilst Jones et al (2006) found a rate of 56% in a sample of patients referred for primary care clinical psychology services.

Borderline Personality Disorder (BPD) is one of the Cluster B personality disorders defined by DSM-IV according to nine descriptive criteria (APA, 1994). It is characterised by a ‘pervasive pattern of instability of self-image, interpersonal relationships and mood’ (Roth and Fonagy, 1996, p. 198), with marked impulsiveness as a feature along with substance abuse and self-harm (Kaplan et al, 1994).  Prevalence of BPD in primary care ranges from 4% (Moran et al, 2000) to 6%, (Gross et al, 2002); some 60-70% of those with BPD are likely to attempt suicide at some point, with 10% succeeding (Oldham, 2006).  Individuals with BPD are also likely to be heavy users of crisis intervention, statutory and voluntary sector services, and are more likely to attend casualty departments and psychiatric hospital services than those with depression or other personality disorders (Bender et al, 2001, 2006). 

The above epidemiological evidence suggests that personality disorder in general and BPD in particular tends to be under-recognised and under-treated in primary care (Gross et al, 2002). Indeed, Jones et al (2006) argue that ‘the vast majority of people with personality disorder will not be seen by specialist PD services’ (p. 454). In reality, the kinds of secondary care and specialist services recommended by the National Institute for Clinical Excellence’s (NICE) guidelines for BPD (2009) tend to have long waiting lists and are rarely easily accessible. In addition, those with BPD are known to be hard to engage and may fail to attend appointments. Meanwhile, the increased availability of primary care mental health services through the UK government’s Improving Access to Psychological Therapies (IAPT) programme means that GPs implementing the ‘stepped care’ model of service provision (NICE, 2009) are now more likely to turn to primary care mental health services to treat or manage individuals with a range of mental health problems, some of whom may be diagnosable with BPD.  However, the current focus on short, CBT-based interventions for those with mild-moderate depression and anxiety in IAPT services (DoH, 2007) means that primary care counsellors and psychotherapists are increasingly likely to receive referrals for assessment and treatment of the more complex and chronic client groups who fall outside the IAPT remit. This suggests that an understanding of how primary care counsellors identify and work with borderline clients may be important to implementing recent guidelines for service provision (NIMHE, 2003, NICE, 2009). 

Whilst there are a small number of qualitative studies examining the experiences of counsellors working with refugees (Century et al, 2007) treatment-resistant depression (McPherson et al, 2006) later life depression (Burroughs et al, 2006) and bereavement (Payne et al, 2002), there is a virtually no research examining the experiences of counsellors and other psychological practitioners working with borderline personality disorder in primary care. By contrast, a number of studies to date have suggested that mental health practitioners in secondary care services tend to perceive the borderline client as problematic (James and Cowman, 2007). Fraser and Gallup (1993) report psychiatric nurses as less empathic towards patient diagnosed with BPD than to those with other psychiatric diagnoses. Similarly, Bowers (2002) found that nurses working in a forensic setting held strongly negative attitudes towards their borderline clients. Markham (2003) found that psychiatric nurses were likely to view clients with BPD as more dangerous that those with schizophrenia or depression. Overall, research appears to confirm the view that clinicians find borderline clients particularly challenging and demanding, resulting in multiple referrals to other services (Fergusson and Tyrer, 1991).





Qualitative research has been considered particularly appropriate where the field of interest is characterised by complexity, ambiguity and lack of prior theory and research (Richardson, 1996; Barker, Pistrang and Elliott, 2002). The study therefore adopted a qualitative, phenomenological approach in the interests of gaining of a rich and detailed description of counsellors’ experiences with borderline clients in primary care. 

Interpretative phenomenological analysis (IPA) (Smith and Osborn, 2003, Smith et al, 2009) was originally developed within the context of health psychology, but it has since been widely adopted within clinical and counselling psychology research (eg. Harris, Pistrang and Barker, 2006; Rizq and Target, 2008a, 2008b).  Philosophically, IPA is grounded in a rejection of the traditional Cartesian split between self and other, and instead adopts the Heideggerian view of person-in-context who can only be understood as a function of his or her involvement in the world. IPA is also rooted in symbolic interactionism (Blumer, 1962) and the hermeneutic tradition, recognising that, whilst there is no such thing as a ‘view from nowhere’ (Nagel, 1986), direct access to another’s world is possible through a cautious process of interpretation in which the researcher’s own views, lifeworld and personal background are necessarily implicated. 





A sampling method accessing information-rich rather than a representative group of participants was sought. There were two main inclusion criteria: 1) Experienced counsellors or psychotherapists with more than 5 years’ experience of working in NHS primary care services. This was to ensure that the data derived from participants was grounded in relevant and extensive clinical experience. 2) Recent experience (within the last year) of providing counselling with at least two individuals they identified as having borderline personality disorder. 

Recruitment was via a process of chain referral (Patton, 1990), a method commonly used to access a purposeful sample of participants (Berg, 2004). Initial contact with a professional colleague of the researcher’s generated several names of counsellors all working in an enhanced (IAPT) primary care service in London. These potential participants were contacted by email and telephone, and two provided the names of further possible participants. Out of eleven participants originally identified and contacted, six agreed to participate in the research. One subsequently dropped out leaving a total of five counsellors taking part in the study. The withdrawal from the study of this final participant, who was from an Asian background, meant that the final sample stood as an all-white Caucasian group which included two men and three women, with ages ranging from 47-64 (see Table 1). All were senior practitioners with extensive experience in the NHS. As well as providing short-term work within primary care (averaging six to twelve sessions), two participants were also working for NHS secondary care services and three held a private practice. All participants had received professional training in counselling and/or psychotherapy and were accredited by the British Association for Counselling and Psychotherapy (BACP), the United Kingdom Council for Psychotherapy (UKCP), and in one case the British Psychological Society (BPS). Two participants had additional professional training and experience in nursing and psychiatric social work. No attempt was made to limit the theoretical models of practice used by participants, who described their clinical practice as variously informed by integrative, psychodynamic and person-centred models. Overall, the sample could be regarded as reasonably typical of a group of experienced, senior counsellors working in within NHS primary care services, though in this area of London, a slightly more ethnically-diverse group might have been expected.













Data collection and analysis

A semi-structured interview schedule (see Appendix 1) was designed to flexibly steer the interview, incorporating guidelines offered by Smith (1995) and Smith and Osborne (2003). The interview schedule included three main areas of inquiry: 

	How participants identified clients with borderline personality disorder. 
	Participants’ clinical work, including questions about what they found particularly challenging or difficult.
	Referral decisions, including questions about onward referral options for those identified with BPD in primary care. 

All participants were interviewed in a place of their choice by the researcher about their experiences of working with BPD. Whilst all had worked in a variety of professional settings, the focus of the interview was predominantly about their current experiences within NHS primary care services. Interviews lasted between 45 and 80 minutes and were audio-taped and transcribed using a Windows XP voice file. Names and identifying features mentioned by participants during interview were removed during transcription.  
Analysis of transcripts followed the IPA procedure outlined by Smith (2003).  Key features of the preliminary analysis included:

	Detailed reading and re-reading of individual transcripts, along with listening to the voice-files, noting significant issues, topics, ideas and feelings along one margin of the transcripts.
	More abstract, psychological terms and concepts noted in the other margin
	Clustering of similar topics and issues into themes, generating a list of themes for each transcript. 

Further stages of the analysis included:

	A cross-case comparison, were a smaller number of higher-order themes was generated in the process of making connections and integrating the themes. This was a process whereby emerging master-themes for the group were constantly checked and cross-linked with participants’ accounts to ensure that each theme was represented in the data.
	Construction of a table of master-themes, giving sample illustrative references within the transcripts for each theme.




Drawing on recommendations for qualitative research (eg. Elliott et al, 1999; Yardley, 2000) several steps were taken to ensure the rigour, validity and confidentiality of the study. All participants were sent transcripts of their interview for verification purposes and to ensure that the material was sufficiently anonymised.  They were then subsequently invited to comment on an initial draft of themes, along with a detailed list of quotations from the transcripts that supported the themes, in an effort to secure ‘participant validation’ (Willig, 2001). Participants were later sent a copy of the full set of results and invited to comment on the accuracy and ‘fit’ of the interpretations made by the researcher. Four out of the five participants responded, all concurring with the themes and interpretations given. Three said that they found it helpful and validating to read about other counsellors’ experiences.

In addition, the researcher invited an independent academic colleague at a UK University who was familiar with qualitative research methodologies to audit the themes that had emerged from the initial analysis. Additional ideas as well as different ways of clustering the data were discussed, and two themes were modified before a consensus was reached about the final choice of themes. From the perspective of qualitative research, this independent audit was not conducted in order to check the accuracy or ‘truth’ of the initial analysis, but rather to ensure that the ‘account produced is credible and justified in terms of the data collected’ (Smith, 2003, p.235). 





Three clear master themes emerged from the analysis: recognition and implications; 
managing feelings of inadequacy; and managing dilemmas in the primary care setting.  

Table 2 below represents these master themes with their related subthemes.

Table 2:  Master themes and subthemes.

Master theme 1Recognition and implications	Master theme 2Managing feelings of inadequacy	Master theme 3Managing dilemmas in the primary care context
Subtheme 1:‘I have a gut reaction’: identifying the borderline clientSubtheme 2:‘You’ve got to be very attuned’: using and protecting the self	Subtheme 1:There’s always this sense of failure’: letting the client down.Subtheme 2:‘A neediness which is bottomless’: feeling swamped and drained.Subtheme 3: ‘You can’t wait to see your supervisor’: needing support and advice	Subtheme 1:‘You’re trying to do an awful lot in a very short space of time’: coping  with time limitsSubtheme 2:‘You’re always sort of extra alert’: managing risk issues.Subtheme 3: ‘We are kind of stuck with this kind of client’: onward referral


Master theme 1: Recognition and implications

Subtheme 1.  ‘I have a gut reaction’: identifying the borderline client

Participants had all identified clients with borderline traits within the last six months, some within a few days prior to the interview. All reported that borderline clients were becoming an increasingly common part of their caseload. However, identifying a client as borderline was not seen as a clear-cut process. Two participants spoke about the way in which borderline features could be seen as present in everyone, including themselves; the notion of a spectrum of borderline traits emerged, a continuum along which counsellors as much as borderline clients could be placed, as Michael’s comment suggests: 

I don’t think borderline is a yes or no thing. I think there are gradations of it and I think in all of us there are fears of abandonment and all the rest of it.
Counsellors identified their clients’ borderline features in various ways, drawing on information they acquired during the assessment or early counselling sessions. This included noting clients’ feelings of anger, paranoia, problems in relationships and tendency to self harm. However, it was clear that they chose not to refer to formal diagnostic categories such as DSM-IV, (APA, 1994), instead preferring to rely on what appeared to be a private or internal register that resonated to the client’s characteristic mode of relating and which subsequently informed their clinical judgement. Clare’s explicit rejection of notions of formal diagnosis is characteristic of the group: she prefers to depend on her ‘gut reaction’:

I don’t ever want to diagnose people cos I’m not sure it’s helpful, but…I think I have a gut reaction that’s hard to describe at times. I think it’s about intensity, somebody kind of like sticking to you like a burr, latching onto you, often in subtle ways….As well as things like a tendency to dramatise, or self-harm. 

Participants also pointed to the need to be particularly alert or vigilant, a quality that they saw as characteristic of working with the borderline client. In the following extract, Sarah uses the metaphor of ‘walking on eggshells’ to convey what she sees as the extreme fragility of this client group: 

I know I’ve got to be incredibly gentle, it feels as though I’m walking on eggshells, sort of therapy. And…so I start to be…ultra-sensitive, which is what’s happening for them anyway.

It was noticeable that all participants commented on the way they were placed in a highly idealised position as therapist by their borderline clients. This sense of being ‘special’ to the client, of providing what was perceived as an exclusive relationship, was often apparent very early on in counselling, and for many was a potential marker of borderline functioning, and a prognosis of difficulties to come. In the following extract, Helena articulates the ‘signs’ for her that she is being positioned by the client as ‘the person that’s going to fix things’:  

the signs that I now recognise better than I used to – they feel that at last they’ve found someone who’s really, really going to help them, they’ve never experienced this before, this kind of, someone really there, really listening, and you know, you’re going to be the person that’s going to fix things, that’s going to help them…   

Subtheme 2:  ‘You’ve got to be very attuned’: using and protecting the self

Identification of a client as borderline carried certain implications for how participants conducted themselves in counselling. There was a clear consensus about the need to pay particular attention to their own reactions and feelings as a means of working effectively and safely with this client group. Michael, in common with all the counsellors, finds that his own feelings are a useful vehicle for understanding the client. In the following extract he offers a graphic description of how he experiences such an emotionally demanding aspect of the work: 

the client’s out to drive me mad really. And…..those paradoxes and conflicts if you like, and contradictions that the client’s carrying is sort of pushed into you and you’re feeling…you’re beginning to feel what the client feels, and it’s really quite uncomfortable.

Tim is also attentive to his clients’ feelings, but the following extract suggests that his attunement or emotional sensitivity is rooted in a particularly cautious sense of self-awareness that ensures he observes himself through his client’s eyes. This high level of self-reflexivity is perhaps a version of the vigilance described by participants in the previous theme. 

..so you’ve got to be very attuned to how they may feel everything, cos, boy, are they attentive! So there’s really a sort of feeling I’ve got to keep watching myself all the time. 

Whilst all participants were aware of needing to actively use themselves by being sensitive to their own emotional responses in the work, they were also concerned to ensure that they protected themselves against what they saw as various psychological encroachments by the borderline client. The importance of establishing and sustaining professional boundaries was mentioned by three participants, whose feelings of frustration are best exemplified by an extract from Helena’s account below:  

 [she] would try to (…) talk to me between sessions, wanting to move sessions, bring them forward – ‘something’s happened, can I talk to you, can’t wait for the next session’. When leaving the room she’d try to embrace me to say, you know, how grateful she was and would I come for a cup of tea….awkward, difficult, slightly embarrassing and kind of irritating…I would explain the boundaries, that it’s not appropriate, that I can’t be her friend….

More centrally, participants’ accounts highlighted the way in which borderline clients appeared to encroach upon their very sense of self. Just as Michael’s excerpt above illustrates the way in which the borderline client’s feelings were felt to be invasively ‘pushed into’ him, ensuring he experienced what the client was feeling, so other participants spoke about the way in which working with this client group made it difficult for them to clearly distinguish what belonged to them, and what belonged to the client. This is best illustrated by an excerpt from Clare’s account, where she describes her struggle to correctly establish the source of feelings in the room with a client, and is subsequently left uncertain about the best course of therapeutic action:

I work more on a gut level with somebody. I wouldn’t remember what somebody says to me. I don’t…remember words, unless they say very unusual works. But I’m left with an atmosphere and a feeling and is that about me? Or about them?... It’s probably about both things, but…which do I need to act on, what do I need to act on -  do I need to act on something? 

Not surprisingly, participants spoke repeatedly about the need to maintain a psychological distance from clients in order to prevent themselves from becoming overwhelmed or burned out.  Sarah’s comment below is illustrative of the way in which several participants appeared to calibrate their emotional involvement to ensure they remained therapeutically effective:

These days, I’m more protective of myself, in the sense that I don’t want to wear myself out…..I think I can step back…..I don’t invest as much as I used to. 


Master theme 2: Managing feelings of inadequacy

Subtheme 1.  ‘There’s always this sense of failure’: letting the client down.

Whilst the previous theme of recognition included an awareness of being idealised by clients, this was counterbalanced by participants’ sense that whatever they provided, however ‘good’ they were as therapists, this was unlikely to be enough. In varying ways, they conveyed an acute awareness of – and anxiety about - the high expectations conveyed by borderline clients.  

I feel an expectation on me, a pressure somehow to do more than maybe the service could offer, than the relationship is going to offer…my kind of reaction is: ‘this is never going to be enough’  (Clare).

Participants seemed to feel that from the outset they were being conscripted into a relationship with a highly developed set of rules and expectations: they sensed they were being drawn into an unspoken ‘no-win’ contract with their clients where, from the outset, both client and counsellor were aware that nothing would be good enough.  The inevitable disappointments were recognised by all participants to have significantly negative implications for the client. For example, Sarah is clear that when working with borderline clients ‘you do not mess them around’ - even changing an appointment time needs to be carefully thought about:

Maybe there’s a sort of feeling, ooh, I’m going to let them down, whereas for somebody else who’s come in and wants to deal with something, it doesn’t work terribly well, that’s all right, they can go somewhere else…but with these people, it’s really, really important, it’s really serious. You do not mess them around. So, you think very hard before cancelling an appointment, you’ve really got to…think whether you can do that.  

All participants contextualised their clients’ sensitivity to disappointment in the therapeutic relationship in terms of abusive, neglectful or traumatic experiences that many of their borderline clients had had in early childhood. Viewing the therapeutic relationship through the same negative lens was seen by several as a predictable corollary of their clients’ developmental difficulties. Tim points out that ‘they’ve been let down so many times before’ and, in the following extract, he highlights the way in which the client inevitably anticipates therapeutic failure:

One of my concerns with these patients is that they’ve got this almost expectation they’ll be let down, but there’s also at the same time a feeling that…’I’ll be let down so maybe there isn’t a fix’ ….. so sometimes there’s the feeling where they just want the magic pill. 

Subtheme 2.  ‘A neediness which is bottomless’: feeling swamped and drained. 

A major part of feeling inadequate was participants’ sense of the borderline client’s extreme emotional neediness. Participants all described feeling overwhelmed by the extent of what their clients wanted from the therapeutic relationship, using images of being sucked dry, emotionally swamped, or psychologically sapped by the perceived level of demand. For example, Clare uses the powerful metaphor of a nursing mother to describe the nature of the relationship. She seems to feel ambivalent about being at the mercy of a new-born baby, whose need to feed on demand cannot be denied. It is as if her capacity to psychologically nourish these clients is being ruthlessly exploited:

 they latch onto you and it’s like suck suck suck suck.

Elsewhere, she describes how she herself seems to feel on the verge of being sucked into something dangerous where she will have no secure place to stand:

I feel that we’re like in this kind of quicksand, and I might be on the edge, but they’re in there, and I’m holding their hands, but I feel…….urghhh (gestures)……pulled in, no firm foothold. 

Clare’s anxious sense of losing her foothold, almost of losing her ‘self’ in the quicksand of the therapeutic relationship suggests that she feels there are significant emotional risks for the therapist engaging in this kind of work. Similarly, Michael argues that, for him, the encounter with the depth of his clients’ needs and their sense of emptiness or lack of self ushers in an uncomfortable awareness of his own vulnerability and inner emptiness: 
 
What you’re met with is a neediness which is bottomless really…and it’s almost collateral to the emptiness is the neediness and lack of self…what a lot of borderline patients  talk about is being in nothingness, their experiences of nothingness, they have the most acute sense of nothingness that I think you’ll ever come across…it’s within that that the draining and the exhaustingness of it all, because we all experience emptiness to some degree, but I think these clients…they almost get a heightened sense of all these things…so I almost get a heightened sense of what humanity is and vulnerability. 

One of the concomitants of being overwhelmed by clients’ needs was the universal experience of clients ‘getting inside’ counsellors. The feeling of being occupied by what seemed to feel like an alien presence seemed to be the converse of being sucked dry, and for some participants was experienced as an aggressive attempt by the borderline client to invade their internal psychological space. Sarah characterises this as a process of getting ‘under my skin’, and speaks about how one of her clients

…even did the foundation course of my psychotherapy course – you know, she was really trying to get under my skin, you know. She didn’t tell me she was going to do it until she’d got on the course……..

The above sense of being invaded, of having someone ‘get under my skin’ resulted in several participants describing the way in which borderline clients were a significant source of anxiety outside work hours. Tim spoke about the way he sometimes couldn’t sleep because of worrying about his clients, and points out that:

You’re more likely to take them home with you than anyone else. Yeah, no matter how well you try and maintain boundaries and things like that.  

Subtheme 3.  ‘You can’t wait to see your supervisor’: needing support and advice

In view of the above, it was hardly surprising that most participants spoke about the need for additional support and advice. All participants were receiving regular supervision for their clinical work, but some were clear that when they were working with borderline clients, this was experienced as an imperative, as Michael points out:

You can’t wait to see your supervisor the next week. I’ve found that weekly supportive supervision is really important with a client.  

Some participants spoke about a need for more specialist training and advice in working with this group of clients, feeling they lacked sufficient knowledge and theoretical background. Others, like Helena, expressed concern about not knowing what was needed to support borderline clients in primary care, and about a lack of clarity about what might be clinically inadvisable:

More supervision – and more training for personality disorders…just to have a better understanding of what interventions would be helpful, what perhaps wouldn’t be, and better not to go down those paths, stay in certain particular areas…..  

Some participants were clear that it was not simply more support that was needed, but a particular type and quality of clinical supervision. Clare was critical of the supervision she was offered in primary care, feeling that it was based on providing expert advice and technical information, rather than examining complex unconscious process issues within the therapeutic relationship. She seems to feel that this is part of a more general tendency where increasingly managed or professionalised forms of practice now take precedence over the emotional aspects of therapeutic work: 

..it’s all about have you filled in the right form, rather than ‘what do you need for your work in terms of emotional support?’.


Master theme 3: Managing dilemmas in the context of primary care

Subtheme 1. ‘You’re trying to do an awful lot in a very short space of time’:  coping with time limits

Participants commented on a high level of satisfaction with their work, in particular enjoying the challenge of working with the borderline client. Most felt that whilst only a limited amount of work was possible, this was nonetheless worthwhile for the client. Clare’s comment is illustrative of several counsellors’ discussion of the importance of helping clients manage their negative feelings: 

Often they come in very distressed and, you know, if the therapist can bear the feeling, and stay with them in it, actually they can feel, I suppose they can access their own strength to bear it, and realise  that it won’t kill them completely. So I think if you can do that kind of work with them, they can learn that actually it needn’t be devastating. 

Nonetheless, work for all participants was clearly predicated on an assumption that borderline clients would need to be referred elsewhere for longer-term work:

…you can’t heal, fix them. You can’t put them back together again. I don’t think that that group can be put back together again in 12 sessions. You can start the process, but they’ve got to go somewhere else to get more.  (Sarah).

The prospect of having to limit therapeutic work seemed to present participants with what could be described as a moral dilemma about the advisability of offering counselling to the borderline client. Whilst most participants felt that a good, albeit brief, therapeutic experience was potentially clinically valuable, there was also the painful recognition that a short period of help could actually be counterproductive. Michael’s account exemplifies counsellors’ struggle with what appears to be an insoluble paradox - that the establishment of a much-needed therapeutic relationship is precisely what is most likely to evoke yet further trauma for the borderline client when it ends:

..they could experience it as a good experience of another person  - that not everyone’s going to destroy them, if you want, which is their fantasy….and mistrust and fear. But at the same time, you then are faced with the whole thing of ending that. And are you going to do them any good? And are we really just re-traumatising these people again?  

Perhaps this was part of the reason that all participants appeared to be subject to intense feelings of guilt about the traditionally brief time-frame for primary care counselling, feeling that they were inevitably short-changing what they perceived as very needy and demanding clients. They made extensive efforts to minimise or dilute the emotional disruption of ending counselling, with several participants describing the way they tried to work around the primary care system by providing occasional additional sessions, or by seeing clients every few weeks rather than weekly: 

I usually spread people out, I don’t usually see them week after week, and so I might be seeing someone over four or six months, rather than six weeks. (Clare).

These strategies, whilst serving on the one hand to alleviate guilt and boost participants’ sense of efficacy, also raised participants’ anxieties about their therapeutic skills and motivation on the other.   For example, Helena seems to feel she is at fault in being willing to provide additional time for her clients, but subsequently justifies this to herself in terms of the emotional demands of this particular client group: 

look, although I’m not doing my job properly here - I’m seeing people for longer, I’m, you know, they’re dropping in, topping them up every so often when they need it -  so on the one hand I see that as a failing in me, but I think it’s also a response to the needs of this type of client. So it’s not just coincidence, or inexperience in this field, in this type of work with personality disorder. 

Subtheme 2. ‘You’re always sort of extra alert’:  managing risk issues.

Part of the difficulty in coping with short-term counselling contracts was participants’ unease about risk issues for clients with borderline personality disorder. All participants spoke about the way in which borderline clients were more likely than other client groups to self-harm, make serious suicide attempts, or otherwise engage in risk-taking behaviours. This evoked feelings of intense anxiety about the client, and concern about their own behaviour as therapists. For example, Tim spoke about the way he felt deeply guilty when his client made a recent suicide attempt. In this brief extract, his painful sense of responsibility is palpable:  

My feelings of: ‘oh my God, what I have I done here?’ I think in the end I probably done less wrong than most people, though it still wasn’t as good as it should have been in terms that she made the attempt….

The need to continually monitor risks to the client weighed heavily on all counsellors, and their accounts were characterised by a strong, if unspoken, feelings of ethical responsibility towards clients.  Helena felt that there were risk issues to be considered from the moment of initial contact. For her, simply allowing the client to tell their story means that the counsellor then has to take responsibility for assessing the extent to which the client can emotionally contain what emerges:  

there’s risk issues of, you feel you’ve unpacked something it’s going to be difficult to just send them away to hold that… kind of already, you’ve started something, .. unpacked it and laid out, and to ask them to take that away, yes and contain it…(shakes head).

Risk issues were addressed more widely by other participants in terms of the support systems available to staff within primary care. Psychiatrists were identified as a potentially useful professional resource where clients became suicidal or had engaged in self-harm. However, many counsellors felt there was a lack of coherent support systems available and some described only limited or sporadic contact with local GPs and secondary care services. Clare worked in both primary and secondary care, and compared the lack of support in primary care with what she experienced as the safer, more structured systems available to practitioners in secondary care. In her capacity as a primary care counsellor, it is clear that she feels isolated, a feeling that, by implication, further increases risk to clients: 

I think that people with personality disorder need some kind of secure base if you’re going to work with them…I also work in secondary care you see and when you work in secondary care, it’s easier to manage people with personality disorder because there’s somebody if they do feel suicidal or make a suicide attempt, there’s some structure in place. Whereas in primary care you’re kind of left on your own with somebody, and you don’t have a team to consult, you don’t have the support.  

Subtheme 3.  ‘We are kind of stuck with this kind of client’: onward referral

Although participants concurred that borderline clients were likely to need help and support over the long term, the decision to refer them on to more appropriate services was perceived as another dilemma. Several participants spoke about a sense of relief when handing borderline clients over to other services. In part, this was due to a growing awareness of the responsibility they had been carrying, an emotional burden that they became eager to reduce. Like Clare earlier, Helena vividly invokes the parent-child relationship as a metaphor for the way in which she becomes increasingly psychologically depleted by the intense emotional dependency of her borderline clients. Referring her clients on to another service seems to acquit her of further ‘parental’ responsibilities:

I would be released from feeling almost a bit responsible, for, for this person. And…the dependency, yeah! It’s like a child that can’t grow up, kind of let go, or, or leave home, or it’s, you know, there’s a part that we play for our own needs, keeping them there, but there comes a point where it’s really time, this is getting quite tiring and I don’t think I’ve got very much more to offer you.
Others spoke about their frustration at referring clients on to specialist services only to find their referrals sent back. The experience of receiving repeated rejection of her referrals makes Sarah indignant about what she perceives to be a collective lack of social responsibility for vulnerable clients:

I thought he[client] was an ideal candidate for NHS long-term therapy. And I thought, if he’s not – who is,
 actually? Who are they going to take? I mean, somebody should accept these people. I….assuming we are going to be a caring society, somebody needs to help these people. So where are they going?

Paradoxically, however, participants also expressed considerable doubt about the extent to which some of their borderline clients would be able to make use of longer-term work, with many arguing that the demands of regular weekly psychotherapy would be too much for clients. Overall, difficulties in accessing secondary care or specialist psychotherapy services, as well as long waiting lists for voluntary sector counselling agencies providing long-term or open-ended clinical work meant that most participants felt obliged to offer counselling out of a sense of ethical responsibility:  





Results from this study suggest that, despite the National Institute for Clinical Excellence’s (NICE) guidelines (2009), recommendation that secondary care services and community mental health teams should be responsible for the assessment and treatment of those with borderline personality disorder, in reality, at least some primary care counsellors are continuing to receive GP referrals for time-limited counselling with this client group. Naturally, a large scale quantitative survey would be needed to provide evidence of this occurring more widely.

None of the counsellors taking part in the study drew on formal diagnostic classification systems and, indeed, given that the reliability and validity of traditional criteria for BPD have been heavily criticised (Tyrer, 1999, 2009), the study did not seek to establish the accuracy of participants’ informal diagnoses. Nonetheless, the specific features counsellors identified as characteristic of borderline clients were consistent with many of the current DSM-IV criteria, particularly those relating to instability in relationships, sensitivity to rejection and abandonment, a tendency to alternate between idealisation and devaluation, recurrent suicidal behaviour or threats and feelings of emptiness. It was clear that counsellors had established various idiosyncratic ‘rules of thumb’ that enabled them to make a clinical judgement about the likelihood of a possible diagnosis and to adjust their therapeutic aims and expectations accordingly.

However, it was also evident that counsellors struggled to manage feelings of anxiety evoked by their work with borderline clients. Many of the concerns and issues they raised have already been noted in the clinical and research literature, including the reality that individuals with BPD can be onerous to clinicians, because of repeated suicide threats and attempts (Brown et al, 2002). It is also clinically acknowledged that BPD clients do not easily respect personal and professional boundaries (Nehls, 2000), and frequently become overly dependent on their therapists (Paris, 2004).  But results from this study differed somewhat from research cited earlier that found mental health practitioners lack empathy for and hold negative attitudes towards those diagnosed with BPD (Bowers, 2002; Fraser and Gallup, 1993) Counsellors in this study conveyed strong feelings of empathy, responsibility and concern about their borderline clients, and appeared to go to some lengths to ensure they provided consistent, supportive treatment.  Moreover, in contrast to research suggesting that some professional groups tend to minimise psychological distress in themselves when working with borderline clients (Hadfield et al, 2009), the current study found that counsellors were acutely sensitive to their own and their clients’ negative feelings and that this was perceived as essential to effective, empathic therapeutic work. 

The use of the clinician’s own feelings in clinical work has been extensively discussed in the psychoanalytic literature. For example, the importance of therapists monitoring their countertranference reactions is a common feature of the BPD literature (eg. Kernberg, 1986; Gabbard, 2001; Clarkin, Yeomans and Kernberg, 2006) as are difficulties in distinguishing the therapist’s feelings from those of his or her client (Steiner, 1993). Profound feelings of inadequacy in working with this client group are frequently understood to occur in the context of what Klein (1946) has termed ‘projective identification’, an unconscious primitive defence mechanism whereby the individual projects intolerable feelings into the therapist as a means of distancing and controlling disowned aspects of the personality. Writers such as Searles (1978) and Symington (1986), as well as recent relationally-oriented psychoanalytic theorists (eg. Orbach, 2007; Aron, 2007) go on to argue that the client’s unconscious projections then latch on to and amplify very specific aspects of the therapist’s unconscious, which then become ineluctably involved in therapeutic process and progress. 

Indeed, participants in this study seemed to be acutely aware of intense feelings of anxiety and it was noticeable that their accounts were saturated with references to feelings of lack, or insufficiency. Whilst at one level there were clearly concrete concerns about having too little time, too few practical resources and too little supervision or training, at another level participants appeared to be preoccupied with what could be termed a more profound ontological sense of radical insufficiency, of a priori lacking the qualities needed to work with this particular client group. This seemed to occur in the context of what appeared to be an emotional struggle in the clinical work they undertook with borderline clients. Participants’ encounter with a ‘neediness which is bottomless’ was experienced by many as overwhelming, not just because it was difficult to manage clinically, but because it seemed to resonate internally with them in ways that were experienced as uncomfortable or even painful. To understand this, we need to return to Michael, who found that facing his client’s sense of emptiness inevitably confronts him with his own vulnerability:

What you’re met with is a neediness which is bottomless really…and it’s almost collateral to the emptiness is the neediness and lack of self…what a lot of borderline patients  talk about is being in nothingness, their experiences of nothingness, they have the most acute sense of nothingness that I think you’ll ever come across…it’s within that that the draining and the exhaustingness of it all, because we all experience emptiness to some degree, but I think these clients…they almost get a heightened sense of all these things…so I  almost get a heightened sense of what humanity is and vulnerability. 

Michael is here articulating a powerful sense of kinship with borderline clients, as if their particular problems of emotional emptiness and lack of identity mirror his own and those of humanity more generally. This links with comments from other participants who felt that borderline features could be seen as a continuum, with traits present to some degree in all of us. From this perspective, it is as if the borderline client’s capacity to embody this profound sense of nothingness finds a home in, and amplifies, counsellors’ internal awareness of their own inherent shortcomings as human beings and as therapists. If so, this might partially at least explain why borderline clients sponsored such acute feelings of anxiety in participants, and why counsellors felt they ‘took them home’, or got ‘under their skin’.  The shared meanings emerging from their accounts certainly suggest that in varying ways, counsellors found themselves drawn into a mutually intense relationship with their borderline clients that was characterised by considerable emotional commitment, and often involved a struggle with painful and anxiety-provoking feelings and dilemmas within themselves. Indeed, it was within this context that a clear need for regular supervision and consultation emerged, where such feelings and unconscious dynamics, alongside the risk issues and difficulties in managing the therapeutic relationship and boundaries, could be discussed. Importantly, it seemed as if the complex blurring of personal and professional issues arising from clinical work with the borderline client required the support of a collegial and supportive supervisory stance, rather than a more expert or technical one.

The context of service provision: implications for support, training and future research.

Participants’ feelings of ethical responsibility towards their clients and their emphasis on providing a safe, consistent and authentic counselling relationship, should perhaps be viewed within the wider context of NHS service provision for personality disorder where, as noted by the NICE (2009) guidelines, ‘the development of these services remains patchy and, in some areas, rudimentary’ (p. 25). Participants clearly felt that in many cases they were the ‘last resort’ for some clients, pointing to inconsistent, inaccessible and otherwise limited specialist provision for borderline clients. The lack of perceived availability of appropriate services meant that, despite the chronic and complex features associated with borderline personality disorder, they adapted the traditional short-term model of counselling characteristic of primary care services, finding ways of working over longer periods of time to ensure clients received ongoing support. This suggests that, since none of the counsellors were using clinical models of practice specifically recommended by NICE (2009) for borderline clients, such as DBT (Linehan, 2003) or mentalisation-based treatment (Bateman and Fonagy, 2010), it could be beneficial for secondary care and specialist services to acknowledge and support the therapeutic work that is being carried out in primary care for people with borderline personality disorder. These specialist services undoubtedly have an active role to play in collaborating with their clinical colleagues in primary care to establish or improve care pathways. In addition, further training and specialist supervision for primary care counsellors could help ensure their personal reactions to patients with borderline personality disorder are harnessed in ways that enable them to use short-term work productively: as a means of assessment; as preparation for longer-term treatment; or as a ‘revolving door’ intervention offered at times of crisis. Such specialist support might also be helpful in preventing what all participants identified as the inevitable risks of ‘burnout’ over time.

Participants’ accounts can also be contextualised within the far-reaching changes currently taking place in the psychological therapies more generally.  McGivern et al (2009) have pointed out the ‘emerging assemblage’ of regulatory procedures now taking place within the fields of psychotherapy and counselling; and it has been argued that the rise of the ‘audit culture (Power, 1997) and ‘neo-bureaucracy’ (Harrison and Smith, 2003) in UK public services mean that economic rationalism and technicism, efficiency, accountability and performativity are now privileged over basic trust in public sector professionals (O’Neill, 2002).  Indeed, as Clare pointed out: ‘it’s all about have you filled in the right form, rather than ‘what do you need for your work in terms of emotional support?’. Thus what could be interpreted as the counsellors’ rather embattled stance – ‘it falls to counsellors to actually somehow hold on to clients like this and try and do what we can even if it’s limited’ - can partly be understood as an implicit critique of the increasingly ‘commodified and professionalised’ forms of therapy (House 2003) that have emerged in the NHS over recent years.  From this perspective, it is possible that the concerns raised by counsellors working with this particularly demanding and complex group of clients exemplify wider disquiet in the field about an NHS ‘market for care’ (Hoggett, 2006) that privileges ‘short, forward-looking treatments that enable people to challenge their negative thinking and build on the positive side of their personalities and situations’. (Layard, 2006, p.1).  Of course, the clinical efficacy of providing short-term counselling interventions for the proportion of borderline clients who are not able or willing to access secondary care or specialist services has yet to be addressed in the research literature, and was not the focus of the current study. Meanwhile, further qualitative studies are clearly needed to examine in more detail the clinical work of different primary care psychological practitioners working in IAPT services, as well the views of service-users themselves. This would go some way towards understanding the various types of psychological interventions that are being offered in primary care, and establishing how borderline clients perceive their impact and effectiveness. 

Critical and reflexive considerations
The current study, as is consistent with qualitative research in general and IPA in particular, does not attempt to provide generalisable results but rather aims to provide a full and nuanced account of the concerns and experiences of a small group of primary care counsellors working with clients identified as having borderline personality disorder. It is therefore possible that this group of counsellors working in London was not typical of counsellors in general. For example, the configuration of service provision in their area may have meant that they were more likely to be referred borderline clients than counsellors in other localities where secondary care service provision may be more consistent. It is also possible that, by virtue of their seniority and level of experience, these participants were better able to identify borderline clients than younger or more recently qualified counsellors. By the same token, it could be argued that they felt more competent, and therefore were more likely to undertake work with this group of clients, rather than simply referring them on as might be the case with less experienced counsellors.

As a psychologist specialising in psychotherapy, with over ten years’ experience of working in primary care, it is likely that my own professional background facilitated participants’ discussion of their experiences. Participants may have felt able to discuss issues on a collegial level with me, and could take for granted my understanding of some of the issues they chose to discuss. However, it is equally possible that salient topics may have been omitted in the interests of privacy and confidentiality. Denzin (1989) too has pointed 


































	How long have you worked in primary care?
	Do you often see people you might describe as having BPD?






	How do you identify someone with BPD or BP functioning?  (example?)
	Do you have a characteristic reaction/response when you are with someone who has BPD, or features of BPD?
	What do you see as their particular difficulties/problems?






	What kind of emotions do you feel?
	What do you find most difficult or challenging? 
	What do you think you can achieve with this group of clients in primary care? Can you give me some examples?
	What do you see as your limitations in working with this client group?
	What are the referral options in your service and what influences your decision to refer on somewhere?
	What are your feelings when you refer someone with BPD on?
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